MISSOURI DIVISION OF HEALTH -~ STANDARD CERTIFICATE OF DEATH =—62-041910
DO NOT WRITE AMENDED Regisiration District No. ..___---.5.-_;,3_,;___ Primary Registration District No. 3.-&-[..4-_15951"3#! No. __E_/__é ______ STATE FILE NUMBER

ON THIS STUB i FYT-IY] n -- .
1. Pua gﬁul‘uv IJUL 2. USUAL RESIDENCE (Whers deceassd lived. If institution: Residence before

m COUNTY (."Apc f‘rnr&e qd a. STATE M o b. COUNTY BOLLIAIQG eaadmlulon)

b. CITY {If cutside corporata limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

TOWN Q g Pe G)‘].jflg !G‘ ﬂd { w,( rgsm M ngt.e. /1(‘,“_ YesKNo[:I

c. FULL NAME OF {If NQT in hospitsl, glve location) Inside Limits d. STREET (If curside, give location) Reside on Farm
HOSPITAL OR ADDRESS

VS 300
Rev. 4/59

b 6%

2094

DATE AMENDED

INSTITUTION 50 . Eas+ f/oSP Ye:KNa a Yor O No P

3. NAME OF DECEASED First Middle Last 4. DATE Day Year
{Type or print) ]

Sames  WNyeair ThomPson’ | ™ suy 18 /762

3

4 [e) 5. SEX 4. COLOR OR RACE 7. Merried T, MNover Married [] 8. DATE OF BIRTH | 9. AGE (lat birthday} 1 IF UNDER | YEAR IF UNDER 24 HR
5 ;

[

Widowed [ Divorced [ Months | Days Mours Min.

oct 31
10a. USUAL OCCUPATION (Give kind of work dons &b KIND OF ESINESS ORE\‘DUSJ-T 11. "BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)

O2FFICE Agstract ofe/ce Bivch Yree, O-S.¢6
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME @NAME OF HUSBAND OR WIFE

lom. €. ThomPson/ CokA Lee Byowd ebkd B. Byawsey

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO 7. 1 Address
{Yes, no, Winawn)l {If yes, gi owar or dates of service .

18. CAUSE OF DEATH (Enter only one cavse per ling § INTERVAL BETWEEN
+PART 1. DEATH WAS CAUSED BY: ONSET AND DEA

IMMEDIATE CAUSE (o) /

Conditions, if any DUE 7O {b} C’ 3 W——
\Nblt gnv rise. N ” U

PART Ill. If decesased was female was
< J there s pregnancy in last 90 d!yl.l
4, [D Yes [ ] N- I O Unknown
SUICIDE HOMCIICIDE . CRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART LI of item 18.)

)

DOCUMENT

TIME OF  Houl  Month, Day, Year |
iNJURY am, )
P,

. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, T 2o, CITY, TOWN, OR LOCATION COUNTY

WHILE AT WORK O] farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [J -

—

. -~
. | sttended the deceased from W / 76.0 to. and last nv@w unl&
Death occurred n____é_.ﬂ_‘cmw.\_m on the date stated above, and to the best of my knowledge, from the causes stated.

AL BORIAL, CREMATION, | 23b. DATE # T 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cijx, town, of county) {State)

eiaL | ~20-19¢2 lcage Counsy mem. _ICALPE \wavdeas, Mo

297 DATE RECD. BY L?Cﬁ REG. gEG!STRAR'S SIGNATURE ? i :

{Licensed Embalmer’s Statement on Reverse Side}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIE&CA‘I’ION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




_STATEMENT BY LICENSED EMBALMER

- - ‘

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

)
L -

or by o - Student Embalmer No.,

working under my personal supervision.

Student. Si

Signature of Student Embalmer

Licensed Embalmer No.\fo f- ‘
P. Q. Addressm

. - Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license).
If embalmed by 2 STUDENT, he also shall sign in his OWN handwriting.
if this body is not embalmed fact should be so stated above.
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